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A B S T R A C T
Having breast cancer represents traumatic stress event that can influence development of psychiatric disorders dur-
ing psychological adjustment. The aim of research was to investigate influence of liaison psychiatric approach on quality
of life in patients with breast cancer. Sample consisted of 120 women with breast cancer treated on Department for Oncol-
ogy in University Hospital Osijek. Patients were in liaison psychiatric treatment for two months. They were estimated on
the first day, after one and two months of treatment. We used psychiatric interview and DSM-IV criteria, specially struc-
tured non-standardized questionnaire for estimation of potential ethyological factors for psychiatric disorders and
WHOQOL-BREF for estimation of quality of life. We found that liaison psychiatric approach improved quality of life in
patients with newly diagnosed breast cancer.
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Introduction
Breast cancer is the most frequently diagnosed cancer
among women and the trend is in increase1.
Quick progress in detecting and treating disease en-
ables longer survival rate. Today most women with de-
tected breast cancer can expect to be cured and live a
long life with their diagnosis. However, the treatment of
this chronicle disease, compared with some other dis-
eases like cardiovascular diseases or diabetes, is much
more toxic and with added intense.
Greater possibility of surgery treatment has extended
a role of women with breast cancer in deciding of treat-
ment methods. Implementation of aggressive procedures
in therapy, as well as an evaluating use of chemo preven-
tive substances, modifies a relation patient-doctor.
As a result, patient’s corporal reserves, psychological
and social capacity are much more important today to
win a disease. There are increased requests for a commu-
nication in a family and a need to obey ethical principles,
informed consent, taking care of life quality of cancer pa-
tients and, lately, cost-benefit principle in treatment2.
In order to give support to women who show mental
instability during adaptation to a physical disease, differ-
ent psychiatric treatments with the purpose of decreas-
ing anxiety and depression can be used. Most of them
have shown good efficiency in this population3–9. That
was a basis of psychooncology, as a part of liaison clinical
psychiatry. On our Oncology Department at liaison psy-
chiatric principles we have an approach in which a psy-
chiatrist makes a member of the oncology team. In treat-
ment of women with breast cancer with psychiatric prob-
lems, a psychiatrist conducts a short-term dynamic psy-
chotherapy, cognitive-behavioral techniques and psycho-
pharmacotherapy with the goal to reduce their problems.
The aim of this research was to estimate different ty-
pes (psychotherapeutic, psychopharmacological and com-
bined) of liaison psychiatric approach and its influence
on improvement of life quality of women with breast cancer.
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Examinees and Research Methods
Research methods have included:
¿ forming a test group
¿ application of therapeutic techniques
¿ research implementation
¿ statistical analysis.
Forming a test group
A test group was formed of 120 subjects who were di-
vided in four groups. Every group included 30 subjects.
Sorting patients in groups was carried out by a psychia-
trist-researcher, by a random choice according to the ta-
ble of random numbers.
Patients were in a psychiatric treatment for two
months.
The first group of patients in psychiatric treatment
was treated with psychopharmacotherapy.
The second group of patients was treated with psy-
chotherapy (short-term dynamic psychotherapy or cogni-
tive-behavioral psychotherapy).
The third group of patients was treated with a com-
bined use of psychopharmacotherapy and psychotherapy
(short-term dynamic psychotherapy or cognitive-behav-
ioral psychotherapy).
The fourth group of patients was a control group and
they were not in any kind of psychiatric treatment.
Criteria for inclusion in research were:
• female gender, age from 18 to 65, newly diagnosed
breast cancer (in time after surgery and chemotherapy
procedures, during radiation therapy because of can-
cer), valuations HAM-D  8  24 or valuations HAM-A
 17  30, nonexistence of serious organ diseases, with-
out sings of mental illness and without mental illness
in the past, completed primary school as minimum
level of education, appropriate capacity for conversa-
tion, signed informed consent.
Criteria for excluding from research were:
• inacceptance of participation in research according to
an informed consent of patients, existence of other se-
rious organs diseases, pregnancy, breast feeding, data
of previous or present existence of psychotic disorders,
mental retardation, heavier disruption of personality,
permanent disruption of personality, abuse of psycho-
active substances or alcohol in the last three months
before the research start, taking part in any kind of
psychotherapy treatment in the past.
Applied question-form
We used a psychiatric interview with DSM-IV crite-
ria10 for diagnosing mental instability, a specially struc-
tured unstandardized question-form for evaluating po-
tential etiological factors for development of mental dis-
ruptions, Hamilton depression scale HAM-D11 to
evaluate depression, Hamilton anxiety scale HAM-A12
for evaluating anxiety, and World Health Organization
Quality of Life Assessment (WHOQOL-BREEF)13–15, to
evaluate quality of life.
Evaluation was conducted on the first day, one month
and two months after implementation of therapy.
Statistics
Basic statistics was done and it includes middle values
calculation (arithmetic mean, quartiles, mode) and mea-
sure of dispersion (variance, standard deviation).
Taking into consideration three repeated measure-
ments and four groups of patients, ANOVA for repeating
of measurements was made. With dependent samples,
for testing a difference in distributions between two con-
tinuous accidental variables a t-test for dependent sam-
ples was used.
Statistical analysis was made by using program pack-
ages StatSoft, Statistica 7.1 and SPSS 11.0.
Results
Demographic features of the test group
The research included middle aged women. The aver-
age age of subject was 56.52 years (minimum 24, maxi-
mum 65) with standard deviation 8.628. Most of them
had a quarted surgery on their breast (quadrantectomy)
51.67 % apart from mastectomy (48.33 %), but per kind
of implemented operation the sample was equable.
Most of the questioned women had completed pri-
mary school or secondary school (90%), had steady em-
ployment (36.17%) or they were retired (28.34 %), but
there were also students as part of the sample (2.5 %).
More od them were from village (59.17 %). Most of them
were married (61.67 %) or widdows (27.5%) and had two
(44.17 %) or three or more than three children (28.33 %).
Because of the potential influence on physical disor-
ders evolution, during adaptation to systemic disease, a
displaced person or refugees status of involved women
was analyzed. Results showed no displaced person or ref-
ugees status in most women (72.5%) and 27.5% women
had this experience. Out of the group that went through
that traumatic experience 36.4% have spent less than
one year in proscription, and 24.2% more than seven
years. Because of the small number of women who were
in that category the fact is not statistically significant
and, therefore, it had no greater influence on develop-
ment of the strongest pathology.
Intensity of their psychical disorders most of the
questioned women described as medium (48%), 26.7% of
them described minimal intensity of psychical disorders,
16.7% strong, and psychical disorders that incapacitated
them in their life or their activity was spotted in 9.2% of
the questioned women. Literature data also show us that
about 10% of women with breast cancer demand inten-
sive psychiatric treatment because of strong mental in-
stability2.
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Result analysis of evaluation of the quality of own
life according to groups
Results variation between each group is statistically
significant between the first and the second measure-
ment (p<0.0096) and between the first and the third
measurement (p<0.0096).
All given results are close to the middle value, what is
considered as satisfying. Life quality experience has been
rated as high in a group treated by psychotherapy, and a
significant increase can be seen in a group treated by
combined psychotherapy and psychopharmacotherapy. A
group that was under no psychiatric treatment, as well
as a group that was treated only with psychopharmacs,
are less satisfied with their life quality (Table 1, Figure 1).
By using a T-test for dependent model between the
first and the third measurement we get statistical signifi-
cation for the third (p<0.0087) and the fourth group
(p<0.0055).
Result analysis of evaluation of own health
satisfaction level according to groups
Difference in results evaluation between all analyzed
groups is statistically significant between the first and
the second measurement (p<0.0065) and between the
first and the third measurement (p<0.0051).
The best grade for their own health satisfaction was
given by examinees treated with psychotherapy. A group
that was treated with combined psychotherapy and psy-
chopharmacs shows improvement of their own level of
health satisfaction, and a control group records a fall, with
statistical significance between groups (Table 2, Figure 2).
Those results are satisfying because they are close to
the middle value.
By using a T-test for dependent model between the
first and the third measurement we get statistical signifi-
cation for the first (p<0.0157) and the third group (p<
0.0063).
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TABLE 1
STATISTICAL SIGNIFICATION REVIEW OF DISTINCTION BETWEEN GROUPS AND MEASUREMENTS FOR THE 1. QUESTION
WHO-QOL-BREF
Varistion of statistically signifitation between groups Group
(p <) 1–2 1–3 1–4 2–3 2–4 3–4
First and second measurement * 0.012 * 0.0222 * 0.012
First and third measurement * 0.022 * 0.014 * 0.0002
* p > 0.05
TABLE 2
STATISTICAL SIGNIFICATION REVIEW OF DISTINCTION BETWEEN GROUPS AND MEASUREMENT FOR THE 2. QUESTION
WHO-QOL-BREF
Varistion of statistically signifitation between groups Group
(p <) 1–2 1–3 1–4 2–3 2–4 3–4
First and second measurement * * 0.0284 * 0.0117 0.0056
First and third measurement * * 0.0182 0.0401 * 0.004
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Fig. 1. Presentation of own life quality on WHO-QOL-BREF
(1. question).
Result analysis for the area of WHO-QOL-BREF
according to groups
Valuation of results between all analyzed groups has a
statistical signification between the first and the second
measurement (p<0.0001) and between the first and the
third measurement (p<0.0005).
Data acquired for the physical health level show that
a group that was treated with the combination of psycho-
therapy and psychopharmacs records an increase, and a
control group records a satisfaction fall, with a signifi-
cant difference between groups. The best results are
shown in a group treated with psychotherapy, and the
worst in a group treated with psychopharmacs, but all re-
sults are in high values (from 50. to even 77. percentiles).
By using a T-test for dependent model between the
first and the second measurement we get statistical sig-
nification for the third group (p<0.0045).
Valuation of results between all analyzed groups has a
statistical signification between the first and the second
measurement (p<0.0015) and between the first and the
third measurement (p<0.0001).
On a psychological level there is an increase in the
aimed group, and a fall of values in the control group.
The worst results were shown by examinees in a group
that was treated with psychopharmacs, and the best ones
in a group treated with psychotherapy.
By using a T-test for dependent model between the first
and the third measurement we get statistical signification
for the third (p<0.0003) and the fourth group (p<0.0017).
Valuation of results between all analyzed groups is
not statistically significant between the first and the sec-
ond measurement (p<0.1341), but it is significant be-
tween the first and the third measurement (p<0.0190).
On a level of social relations, all examined groups
have achieved high scores (60–100. percentiles). The best
results have been again shown in a group treated with
psychotherapy, in a group treated with a combination of
psychotherapy and psychopharmacs there was shown an
insrease during the research, and in a control group
treated with psychotherapy and psychopharmacs there
was shown a fall of values with a statistical signification,
but all results are in high values.
By using a T-test for dependent model between the
first and the third measurement we get statistical signifi-
cation for the first (p<0.0004) and the fourth group
(p<0.0364).
Valuation of results between analyzed groups is not
statistically significant between the first and the second
measurement (p<0.6500) and the same situation is be-
tween the first and the third measurement (p<0.2765).
Valuations between all analyzed groups and valuations
between analyzed groups against control group (for all
conducted measurements) are not statistically significant.
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TABLE 3
STATISTICAL SIGNIFICATION REVIEW OF DISTINCTION BETWEEN GROUPS AND MEASUREMENTS FOR PHYSICAL HEALTH AREA
Variation of stsatistically signification between groups Group
(p <) 1–2 1–3 1–4 2–3 2–4 3–4
First and second measurement * 0.0303 0.0023 0.0432 0.0033 0.0003
First and third measurement * 0.023 0.054 0.0431 0.0202 0.0007
* p > 0.05
TABLE 4
STATISTICAL SIGNIFICATION REVIEW OF DISTINCTION BETWEEN GROUPS AND MEASUREMENTS FOR PSYCHOLOGICAL AREA
Variation of statistically signification between groups Group
(p <) 1–2 1–3 1–4 2–3 2–4 3–4
First and second measurement * 0.0196 * * * 0.0318
First and third measurement * 0.0003 * * 0.0006 0.0052
* p > 0.05
TABLE 5
STATISTICAL SIGNIFICATION REVIEW OF DISTINCTION BETWEEN GROUPS AND MEASUREMENT FOR SOCIAL RELATIONSHIP AREA
Variation of statistically signification betweeen groups Group
(p <) 1–2 1–3 1–4 2–3 2–4 3–4
First and second measurement * * * * * *
First and third measurement * 0.057 * 0.0523 * *
* p > 0.05
By using a T-test for dependent model between the
first and the third measurement we get a statistical sig-
nification for the second group (p<0.0360).
Results achieved on the environment level for all ana-
lyzed groups are on a high level of achieved results
(60–90. percentiles). The highest results were achieved
during the whole research in a group treated with psy-
chotherapy, and the worst ones were shown in a group
treated with psychopharmacs.
Discussion
Although women nowadays have more possibility for
treatment, psychological problems bound to adaptation
to cancer, remained the same16,17. A period of life, in
which cancer occurs, previous emotional stability, per-
sonal »coping« skills and existence of interpersonal sup-
port is of a special significance18–21.
Most researchers generally agree that the most im-
portant period to accept cancer is one year after detect-
ing a disease. It presents a crisis in patient’s life but most
of them satisfactory get over it, especially if they are in
the group with good predictions22. As it is often noti-
cated, a psychosocial support can not be offered to all pa-
tients, so it is important to decide what persons have a
bigger risk for adaptation problems, so that support
could be directed to them23.
Although breast cancer is a huge stress for every
women, there is a great variability in psychological reac-
tion of every woman.24.
Women with cancer have to confront with insecurity
of their own future, sometimes with serious side effects
of treatment, isolation feeling, stigma and a feeling of
guilt16,19,25. They are often given too many pieces of infor-
mation about their own diagnosis (including statistical
data about survival rate).
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F(6, 232)=2,6195, p=,01779
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Fig. 6. Presentation results for environmental domain on
WHO-QOL-BREF.
F(6, 232)=11,223, p=,00000
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Fig. 3. Presentation results of physical domain on
WHO-QOL-BREF.
Psychological distress, negative attitudes, physical di-
sease and anxiety connected with separation and death,
are decreased during the first year after the diagnosis is
made26,27. However, feelings related to »having cancer«
are often strong for years after the treatment is comple-
ted20.
Efficiency of therapy interventions is often evaluated
by analyzing life quality of ill persons. Once we measured
only life quantity (time of survival). Prolonging survival
time for ill persons, we started to think what life is like
for persons who achieved it, and whether that life prolon-
gation is quality enough, and if it justifies costs of the
conducted treatment.
Quality of patient’s life refers to his expectations and
level of content with the current level of functioning,
compared to those that patient expects or regards as an
ideal, that is to say, it referrs to expected physical, emo-
tional and social benefit associated with medical condi-
tion or treatment 2. Quality of life is complicated, subjec-
tive and a variable category and it has to involve pa-
tient’s expectations, and it has to be subjected to changes
in the course of time2. It includes evaluation of patient’s
functional status (that is temper, feelings, social prosper-
ity), and it is directed to patient’s experience and judg-
ments.
Quality of their own life and a level of pleasure with
their own health patients grade with middle values, what
is satisfactory. Compared to the control group, that was
not under any therapeutic process, all conduced psychi-
atric treatments have shown positive therapeutic prog-
ress and improvement of life quality.
Taking into consideration results analysis of evalua-
tion of their own life quality, it is noted that patients who
were treated with psychopharmacs evaluate their life
quality as the worst, and it is the best for those treated
with psychotherapy. Positive progress is the most signifi-
cant in a group treated with combined psychiatrist ther-
apy.
It is additionally supported with obtained information
for physical health level and psychological level, where
the group that was treated with the combination of psy-
chotherapy and psychopharmacs notes an increase, and
the control group decrease of satisfaction, with a signifi-
cant difference among groups. The best results were
shown by a group treated with psychotherapy, and the
worst results were found in a group treated with psycho-
pharmacs, but all results are in high value (from 50. even
to 77. percentiles).
It is the result of psycho- therapeutic support effi-
ciency, working on experiencing oneself and regaining
the control of themselves and their own life.
When talking about social relations and environmen-
tal level all analyzed groups have shown high results
(60–100. percentiles) what indicates to a suitable social
support which is an important factor in situations of
adapting to physical disease19,23.
The best results were shown in a group treated with
psychotherapy again. In a group treated with combina-
tion of psychopharmacs and psychotherapy during study
there was noted an increase, and in the control group a
decrease of values with statistical signification, but all
results are in high values.
During the time of adaptation, patients inevitably go
through the process during which they have to reduce
earlier set life goals. Psychiatric-therapeutic procedures
are conducted in order to modify the intensity of physical
disease experience, and with intention to make change
on a psychological level, and a psychotherapist has to
help patients to be more critical and more realistic in ad-
mission to their own future, and then there are changes
of their level pleasure with their own life and attitude
changes28. It is understandable that all patients descri-
bed all areas of their life quality as very high, so the posi-
tion in which they found themselves after becoming ill
with cancer makes them being satisfied even with small
progress. They brought around important things in life
and have taken more critical attitude, sometimes being
uncritical in their evaluation of situation (for example
with evaluation of satisfaction with their current health
on high level).
The research has indicated that only psychophar-
macological treatment with this patients is not enough.
Psychotherapeutic support with the support of family
and friends have an important influence on patient’s life
quality and suggest necessity of psychiatric involvement
in treating patients who have psychic distractions when
adjusting to physical disease.
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UTJECAJ LIAISON PSIHIJATRIJSKOG PRISTUPA NA KVALITETU @IVOTA BOLESNICA
S NOVOOTKRIVENIM KARCINOMOM DOJKE
S A @ E T A K
Obolijevanje od karcinoma predstavlja traumatski doga|aj koji mo`e utjecati na razvoj psihi~kih poreme}aja tijekom
psiholo{ke prilagodbe. Cilj istra`ivanja bio je ispitati utjecaj liaison psihijatrijskog pristupa na kvalitetu `ivota `ena s
karcinomom dojke. Uzorak je ~inilo 120 `ena s karcinomom dojke lije~enih na Odjelu za onkologiju Klini~ke bolnice
Osijek. Bolesnice su bile u liaison psihijatrijskom tretmanu u trajanju dva mjeseca. Procjena je u~injena prvog dana,
nakon jednog i dva mjeseca lije~enja. U istra`ivanju je kori{ten psihijatrijski intervju, DSM-IV kriteriji, specijalno
strukturirani nestandardizirani upitnik za procjenu potencijalnih etiolo{kih ~imbenika za psihijatrijske poreme}aje i
WHOQOL-BREF za procjenu kvalitete `ivota. Liaison psihijatrijskim pristupom pobolj{ana je kvaliteta `ivota boles-
nica s novootkrivenim karcinomom dojke.
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